Introduction: Stroke is a chronic condition that necessitates multidimensional and overwhelming care. The caregivers of stroke patients are faced with various stressors that can threaten different aspects of their health, especially their mental health. Spiritual attitude and being spiritually oriented contribute significantly to mental health and can be used as a strategy for adapting to the stressful events that are part of the role of caregiving. This study was therefore conducted to investigate the relationship between the spiritual attitude of the family caregivers of older patients with stroke and their burden. Methods: This descriptive cross-sectional study was conducted in 2016. The study population consisted of all the family caregivers of older patients with stroke presenting to health care centers and nursing service companies of Gilan Province in Iran. The participants were selected through convenience sampling and consisted of 407 participants. Data were collected using the Spiritual Attitude Scale and the Caregiver Burden Inventory and were then analyzed in SPSS-18 using Pearson's correlation coefficient at a significance level of 0.05.
Introduction
Stroke is a common chronic condition developed in old age, which can be followed by multiple physical and social restrictions on older patients and impair their functioning in different aspects of their life. 1 Studies show that stroke is the third leading cause
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Torabi Chafjiri et al of death due to disability in the US and industrial European countries. On average, one stroke occurs every 45 seconds across the world and one individual dies every 3 minutes due to stroke. 2, 3 Stroke is a condition that has great effects on the patient as well as on his/her family, whose members play the supportive role of caregivers over the course of the patient's disease. About 80% of stroke patients are dependent on their family for their daily activities and the family is thus faced with the great burden of caring for the patient. 4 Given that poststroke changes are severe, the caregiver should adapt to the changes caused by stroke and shift his/her lifestyle toward one of caregiving; to add to the challenge, the caregiver finds himself/ herself in the position of caregiver with no prior notice or preparation. As a result, caregivers experience poor quality of life and are at risk for developing different physical and mental diseases. 4, 5 Most caregivers experience burnout, loneliness, depression, as well as diminished physical and mental health, and their burnout reduces their quality of care. 4 The job of caregiving is associated with other responsibilities, such as family-and job-related roles, housekeeping and the fear of not being recognized in the society as a caregiver, and this can lead to reduced self-efficacy and increased risk of developing chronic physical and mental disorders. The caregivers of older patients with chronic conditions such as stroke are at risk of developing health problems themselves due to the lack of enough rest, as well as disrupted sleep, chronic fatigue, economic difficulties and depression. 5 Many studies have presented strategies for reducing these problems by way of increasing the caregivers' adaptation and reducing burden. [6] [7] [8] [9] With respect to the burden imposed on the caregivers of older patients with stroke, identifying the variables that affect their adaptation can help offer effective strategies for improving caregivers' health and quality of life. [10] [11] [12] [13] One of the strategies proposed for increasing adaptation in caregivers is for them to become more spiritually oriented. The increasing tendency toward spirituality across the world has led to greater research interest in using this parameter as a serious strategy for solving the discussed problems. 8, 9 This study was conducted to determine the relationship between the spiritual attitude of the family caregivers of older patients with stroke and their level of burden.
Methods

study design
The present descriptive cross-sectional study was conducted in 2016.
study participants
The study population consisted of all the family caregivers of older patients with stroke presenting to health care centers and nursing service companies of Gilan Province in Iran. Morgan Table was used to calculate the sample size, ie,  397 participants. However, in order to distribute the sample size appropriately, 407 participants were considered. The study inclusion criteria for the caregivers included being a Muslim, not being the caregiver of any other patient aside from the older patient with stroke, being responsible for the full-time and complete care of the patient, being a relative of the patient, not being paid for his/her care duties, having spent at least 6 months caring for the patient and consenting to participation in the study. 4 The necessary information about the study was orally presented to the participants. Moreover, participation in the study was both voluntary and anonymous. Informed consent was obtained from all study participants.
Data collection
Data were collected through the following instruments: 1. A demographic data questionnaire with items on age, gender, level of education, occupation, marital status, place of residence and the duration of caregiving. 2. The Spiritual Attitude Scale, with items in three dimensions, namely, cognitive, emotional and behavioral. 14 The test-retest reliability of this scale was evaluated within a 4-week interval and was confirmed with a correlation coefficient of 0.71. The internal consistency of the scale was also confirmed with a Cronbach's alpha value of 0.93 for the entire test. The internal consistency of the items within each component was also confirmed. 8 The scores obtained ranged from a maximum of 152 to a minimum of 20. Obtaining a score of 109-152 was taken to indicate high and favorable attitude, a score of 65-108 moderate and relatively favorable attitude and a score of 20-64 low and unfavorable attitude. 8, 9 3. The Caregiver Burden Inventory, developed by Novak and Guest 10 with five subscales, including Time-Dependence Burden, Developmental Burden, Physical Burden, Social Burden and Emotional Burden. The total score obtained on this inventory ranged from 24 to 120. Given the mean and standard deviation of the total burden scores, a score of 24-39 was taken to signify mild burden, a score of 40-71 moderate burden and a score of 72-120 favorable burden. 10 This inventory has acceptable reliability and validity, and the internal consistency of the subscales was calculated as 0. 
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spirituality of caregivers of elderly with stroke and associated burden for developmental burden, 0.86 for physical burden, 0.73 for social burden and 0.77 for emotional burden. 11, 12 The test-retest reliability of the inventory was also confirmed with r=0.89. All the questionnaires were completed by the caregivers themselves. All the questionnaires were fully completed and there was no attrition sampling.
Data analysis
In this study, the normal distribution of the data was determined using the Kolmogorov-Smirnov test. The test result showed that the participants' scores were normally distributed. Descriptive statistics were used to describe the study population, including count, percentage, mean and standard deviation. Moreover, Pearson's correlation analysis was used to show any significant correlation between spiritual attitude and burden. Chi-square tests, independent-samples t-tests and Linear regression was used to show any significant correlation between burden and demographic characteristics. Data were analyzed using SPSS 18.0. software (SPSS, Inc., Chicago, IL, USA).
ethical considerations
The study protocol of this research was approved by the Babol University of Medical Sciences (No UBABOL. REC.2016.157). All the participants were aware of the research aims. They were assured about the secrecy of their information. They were also informed about the right of discontinuing the process, although none of them left the study.
Results
The results showed that 362 (88.9%) of the caregivers were females. The mean age of the participants was 38.3±8.8 years. In terms of marital status, 54.5% of the caregivers were married. In terms of occupation, 65.6% were housewives; in terms of the level of education, 96.6% had a high school education or less. The majority of the caregivers lived at their own home (67.3%). The duration of caregiving was ,5 years in 84.4% of the participants, while its mean was 4.2±2.5 years. The results showed a statistically significant relationship between caregiving burden and the variables of age, gender, occupation, marital status, place of residence and the duration of caregiving; however, no significant relationships were observed between the level of education and this burden ( Table 1) .
The mean score of spiritual attitude was 108.77±6.20 and most of the participants (49.3%) had moderate and relatively favorable spiritual attitude, while 27.8% had high or favorable spiritual attitude. A total of 8.7% of the participants had mild burden, 54.4% had moderate burden and 37% had favorable burden. The mean score of burden was 28±12.75 (Table 2) .
A statistically significant positive relationship was observed in this study between the mean score of spiritual attitude and the total score of burden in all its dimensions, namely, time dependence, as well as the developmental, physical, social and emotional dimensions (P,0.05; Table 3 ).
The results showed that 24% of the burden of the family caregivers of older patients with stroke can be predicted by spiritual attitude (Table 4) . 
Discussion
This study showed that caregiving burden increases with age. With age, the caregiver enters middle age himself/ herself and becomes engaged with issues such as retirement, children's marriage and problems related to the onset of old age; nevertheless, he/she comes to better understand the older adult's conditions and needs and therefore builds up higher tolerance for providing care to the older adult. 13 Moreover, young caregivers may have greater roles within the family or society in addition to their caregiving role and, therefore, experience greater caregiving pressure, with the majority having to give up their social and professional life for their caregiving role. In contrast, some studies showed that caregiving burden increases with the caregiver's age, and the greater vulnerability that comes with age ends up making him/her more susceptible to the negative effects of caregiving. The ability and efficacy of the caregiver decrease with age, to the degree that he/she may himself/herself require help from others. He/she may also be faced with new conditions and difficulties in life and may not be able to perform well in her/his role as caregiver. [14] [15] [16] This study also found female caregivers to have higher burden than male caregivers, which may be due to the Iranian tradition of more frequently placing females in caregiving roles, as a result of which females generally feel more responsible toward such tasks. The burden of female caregivers is higher than their male peers because of the greater emotional attachment between females and their older parents. In a relevant study in Brazil, which is another society that often gives the caregiving role to females, the majority of the caretakers of parents and children were females, while the males worked outside the home and earned a living. 17 In Europe, more than 80% of the caregiving roles are occupied by informal caregivers and 75% of the roles are performed by females. 15 Studies confirm the effect of gender differences on the burnout and pressure caused by caregiving, as females experience greater stress and mental pressure than males. Females experience greater burnout and fatigue because they are often the primary caregivers and have to attend to their children and social commitments as well. 6, [16] [17] [18] A significant relationship was observed in the current study between employment status and caregiving burden, which can be explained by noting that most of the caregivers were housewives. Being employed outside the house confronts the caregiver with fatigue and several social and personal problems. Caregivers who seek to create a balance between their job and other activities, such as recreation, family time and studying, may find it difficult to concentrate on the positive aspects of their caregiving role and often show more negative reactions in their role as caregiver of older adults. This group often has limited time for taking care of older adults. 19 An older adult's caregiver who has a job may experience impaired social roles and activities, as well as greater stress. The mental and physical health of caregivers is thus also affected by the older adult's health, and their social life also becomes limited under the influence of their caregiving role. 20, 21 In a study conducted by Grunfeld et al, 19 caregivers experienced even higher anxiety and depression than the patients (69%), those caregivers who were employed also experienced personal problems in their workplace and 77% of them lost their jobs at severe stages of their older patient's disease due to their extreme sense of responsibility. In a study by Wadhwa et al, 21 half of the caregivers were employed and 25% ultimately had to change their jobs, in addition to experiencing greater personal and social problems.
The results of this study also revealed a higher burden on the married caregivers than on single ones, perhaps owing to the former's better adaptability resulting from the greater responsibilities, problem-solving ability and interpersonal conflict resolution that come with marriage. 17 This study found that live-in caregivers have a lower burden, perhaps because live-out caregivers can spend a few hours a day away from the older adult's problems and have more time to spend on their own daily activities. The results also revealed that the duration of the caregiving role has a significant effect on the caregivers' burden, because the longer was this duration, the less became the family caregiver's burden. Due to the constant pressure of caregiving, as well as the older adults' physical dependence on them as well as inability to perform their daily activities by themselves, caregivers are exposed to a great amount of stress and gradually lose their burden. In a study by Anderson et al, 22 long-term caregivers of older patients with stroke experienced greater emotional tension manifested in the form of anxiety, anger and depression. In another study, Suh et al 23 showed that caregivers' burden increases as the duration of caring for the older adult with stroke increases because taking care of patients at home is a complex and multidimensional task that may consume the individual physically and psychologically. The caregivers of (older) patients with chronic conditions, including stroke, experience many problems and have to constantly meet both their own and their patient's needs and therefore end up experiencing a greater caregiving burden, which impairs their performance of their caregiving role. 5, 13 In one study, Chang et al 24 showed that caregivers who spend more time taking care of their patient experience greater caregiving pressure and have lower mental health. In a study by Hydary and Mokhtari Hesari, 20 the family caregivers of patients with cancer who had been taking care of their patients for 6 months or more suffered from various mental problems themselves.
In line with the results of the current study, Malakouti et al 25 also found that increased caregiving pressure is associated with various outcomes, such as social isolation, disrupted family relationships, inadequate patient care and ultimately letting go of the patient.
In the current study, the caregivers of older patients with stroke were spiritually inclined, probably owing to the cultural and religious background of Iran and the religious beliefs of its people. Family caregivers often have a religious approach to the difficulties of life according to their cultural and belief system and regard disease as a Divine trial and a manifestation of His wisdom. 9, 26 The results of this study showed a significant positive relationship between spiritual attitude and caregiving burden in the family caregivers of older patients with stroke. Some researchers have shown that religion and spirituality are significant resources in the adaptation to stressful life events. 26, 27 In fact, spirituality affects not only one's state of mind and mental health, but it also improves physical health and increases the ability to deal with crises. In times of crisis, religion offers a refuge from the problems and disadvantages of life. 14, 26, 27 Spirituality is a human dimension that is manifested more distinctly in times of crisis and stress and it creates meaningfulness in life and inspires the confrontation of problems. 8, 28 In one study, Tuck 29 showed that spiritual interventions help improve the quality of life and reduce the response to stress, tension and depression. Spirituality reduces the stress caused by inability and improves the quality of life, increases life span and reduces anxiety, depression and suicidal tendencies. 30 Some believe that, without spiritual health, the other dimensions of health cannot have their maximum performance and that high quality of life is not attainable without this particular dimension of health. 
Conclusion
This study revealed a lower burden in young, male, employed and live-in caregivers of older patients. Using informal caregivers can help reduce the burden of family caregivers and improve different aspects of their health and give them more time and energy to take care of the older patient. Involving all the members of the family in caregiving, dividing the duties and taking turns to perform the job help improve family caregivers' adaptation to their role. The results showed that one's spiritual attitude plays a significant role in elevating the level of burden and reducing the pressure caused by providing care to older patients with stroke. Presenting strategies that help improve their spirituality, such as teaching spiritual self-care, can help improve their burden caused by the agitations of caregiving.
study limitations
Differences in the interpretation of the questionnaire items may have affected the family caregivers' responses, although the researchers sought to clarify any ambiguities for them. Personal, social and family differences may have also affected the responses. Moreover, even though participation in the study was completely voluntary, some of the participants may have responded untruthfully to the questionnaires, which is beyond the researchers' control.
